
JOSIAH’S CHRISTIAN ACADEMY 

Enrollment Package 

 

_____ PASSWORD 

 

_____ Enrollment Form 

 

_____ Alternate Nutrition Plan 

 

_____ Pick Up Authorization 

 

_____ Authorization for Medication 

 

_____ Discipline Policy 

 

_____ Information Note 

 

_____ Parent Handbook Acknowledgement Form 

 

_____ Blue Immunization Record 

   It must include expiration date and signature/stamp to be valid. 

 

_____ Statement of Good Health #380 (good for 2 years) 

 

_____ Know Your Child Care Center 

 

_____ Accident / Incident Report 

 

_____ Medical Release/Consent Forms 

 

_____ Swim Central (Signed Statement) 

 

_____ Parent/Guardian Uniform Policy Acknowledgement Form 



PASSWORD 

The password is used for the protection of your child 

 

Circumstances may occur when you will need someone that is not listed on en-

rollment form to take your child from this facility.  When these circumstances 

arise, you will need to call and inform us of your instructions.  You will be asked 

your password.  Informing us of your password will allow us to carry out your in-

structions.  If you do not provide or remember your password, we may not be 

able to carry out your instructions from over the telephone.  The password for 

your child should not be given to any other individual.  The password provides a 

code between staff and parents only to permit us to follow your instructions from 

over the phone. 

 

 

PASSWORD _________________________________________________ 

Parent or Guardian ___________________________________________ 

Date  _______________________________________________________ 

Director:   Lucille Robinson 



JOSIAH’S CHRISTIAN ACADEMY 
State of Florida Department of Children and Families 

CHILD CARE APPLICATION FOR ENROLLMENT 
 

Student Information: Date of Birth: __________ Sex: ___ Date of Enrollment:________ 
 

Full Name:____________________________________________________________ 
                             Last                        First                        Middle               Nickname 

Child's Physical Address:_________________________________________________ 
 

Primary Hours of Care: From __________________ To _________________ 

Days of the Week in Care:  M    T    W    Th    F    Sa    Su 

Meals Typically Served While in Care: Br  AM Snack  Lunch PM Snack  Sup  Eve Snack 

Family Information:                     Child Lives With: _______________________________ 

Custody: Mother ________ Father ________ Both ________ Other ________ 

Medical Information: 
I hereby grant permission for the staff of this facility to contact the following medical personnel to obtain 
emergency medical care if warranted. 

Doctor: ___________________Address: _____________________ Phone: ___________ 

Doctor: ___________________Address: _____________________ Phone:  __________ 

Dentist: ___________________Address: _____________________ Phone: __________ 

Hospital Preference: ______________________________________________________ 

Please list allergies, special medical or dietary needs, or other areas of concern: _______ 

_______________________________________________________________________ 

_______________________________________________________________________ 

Contacts: 
Child will be released only to the custodial parent or legal guardian and the persons listed below. The fol-
lowing people will also be contacted and are authorized to remove the child from the facility in case of 
illness, accident or emergency, if for some reason, the custodial parent or legal guardian cannot be 
reached: 

_______________________________________________________________________ 
Name                                        Address                                                      Work#                     Home# 

_______________________________________________________________________ 
Name                                        Address                                                        Work#                   Home# 

_______________________________________________________________________ 
Name                                        Address                                                        Work#                    Home# 

_______________________________________________________________________ 
Name                                        Address                                                         Work#                   Home# 
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Mother's Name: _____________________     

Address: ___________________________ 

Home Phone: _______________________                                                   

Employer: __________________________ 

Address: ___________________________                                                           

Work Phone: __________Cell:__________  

Father's Name: _____________________     

Address: ___________________________ 

Home Phone: _______________________                                                   

Employer: __________________________ 

Address: ___________________________                                                           

Work Phone: __________Cell:__________  



Helpful Information About Child: 
_____________________________________________________________________ 
_____________________________________________________________________ 
_____________________________________________________________________ 
_____________________________________________________________________ 
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________ 
 
 
 
 
 
• Section 65C-22.006(2), F.A.C., requires a current physical examination (Form 3040) 
and 
immunization record (Form 680 or 681) within 30 days of enrollment. 
• Section 402.3125(5), F.S., requires that parents receive a copy of the Child Care Fa-
cility 
Brochure, "Know Your Child Care Facility” (CF/PI 175-24), or 
Section 65C-20.11(2)(c)(1), F.A.C., requires that parent(s) receive a copy of the family 
day care 
home brochure, “Selecting A Family Day Care Home Provider” (CF/PI 175-28). 
• Section 65C-22.006(3)(c)2., F.A.C., requires that parents are notified in writing of the 
disciplinary 
practices used by the child care facility, or 
Section 65C-20.010(6)(c), F.A.C., requires that a written a copy of the family day care 
provider’s 
discipline policy be available for review by the parent(s). 
Your signature below indicates that you have received the above items and that the in-
formation on 
this enrollment form is complete and accurate. 
 
 
 
 
______________________________________                     _____________________ 
           Signature of Parent/Guardian                                                           Date 
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Human Services Department 

Children’s Services Administration Division 

Child Care Licensing and Enforcement Section 

 

ALTERNATE NUTRITION PLAN 

 
Date: _______________   Name of Facility: Josiah’s Christian Academy 

            5553 N State Road 7 North Lauderdale, FL 33319 

 

Dear Parent/Guardian: 

 

In accordance with the Broward County Child Care Ordinance, Parents and the child care facility/home 
are urged to work cooperatively to assure that children are provided with nutritious snacks and meals 
where lunches are not provided by the facility/home. 

 

Please read the following carefully, sign and return as soon as possible to Josiah’s Christian Academy. 

 

The facility agrees to provide a nutritious:  

(Operator/Director checks those which apply). 

    _____ Breakfast 

    _____ Lunch 

    _____ Mid- afternoon snack 

    _____ Evening Snack 

    _____ No meals or snacks Per parent request 

 

The parent agrees to provide a nutritious: 

 (Parent checks those which apply). 

    _____ Mid-morning snack 

    _____ Lunch 

    _____ Mid- afternoon snack 

    _____ Supper 

 

I have read the preceding and agree to meet the child’s nutritional needs as defined. 

 

     __________________________________________ 

               Owner/Director Signature 

      

                                                       _________________________________________ 

                                                                                Parent Signature 



AUTHORIZSED PICK UP LIST 

List name, address and phone number of persons who would assume responsibility for your child in an 

emergency if the school cannot contact parents. (Place these people in the order that you would like us 

to contact them). 

 

Name _____________________________Phone ______________________ 

Work Phone _______________________Cell Phone ___________________ 

Address _______________________________________________________ 

Relationship to child _____________________________________________ 

CAN PICK UP AT ANYTIME WITHOUT PRIOR AUTHORIZATION FROM PARENT 

  ______ YES   ______ NO 

 

Name _____________________________Phone ______________________ 

Work Phone ______________________ Cell Phone ___________________ 

Address _______________________________________________________ 

Relationship to child______________________________________________ 

CAN PICK UP AT ANYTIME WITHOUT PRIOR AUTHORIZATION FROM PARENT 

  ______ YES   ______ NO 

 

Name ____________________________ Phone ______________________ 

Work Phone ______________________ Cell Phone ___________________ 

Address _______________________________________________________ 

Relationship to child______________________________________________ 

CAN PICK UP AT ANYTIME WITHOUT PRIOR AUTHORIZATION FROM PARENT 

  ______ YES   ______ NO 

 



 

Authorization For Prescription and Non-Prescription Medication 
 

No medication shall be given by child care personnel without the signed permission of the parent or 
legal guardian. All medication must be in the original container with the child's name, name of the phy-
sician, medication name, and medication directions written on the label. 
 

Non prescription medication brought in by the parent or legal guardian can only be dispensed if there 
is written authorization from the parent or legal guardian to do so. 

Medication which has expired or is no longer being administered shall be returned to the parent or le-
gal guardian. 
 

Child's Name: _______________________________________ Age: ____________ 
 

1. Medication Name: ___________________________________________________ 

Amount to be Given:________________________ 

Time to be Given: __________________________ 

2. Medication Name: 

Amount to be Given: ________________________ 

Time to be Given: __________________________ 
 

Record of Medications Given: 
 

1. Medication Name: ____________________________________________________ 

Date & Time                                           Amount                                 Employee 

__________________                     _______________            _________________ 

__________________                     _______________            _________________ 

__________________                     _______________            _________________ 

__________________                     _______________            _________________ 

__________________                     _______________            _________________ 
 

2. Medication Name: ____________________________________________________ 

Date & Time                                          Amount                                        Employee 

__________________                     _______________            _________________ 

__________________                     _______________            _________________ 

__________________                     _______________            _________________ 

__________________                     _______________            _________________ 

__________________                     _______________            _________________ 
 

This authorization form must be maintained and is only valid for the duration of  

prescription.   

 
 

I hereby give permission to dispense the medication(s) listed above in accordance with 
the written directions on the prescription label or printed manufacturer's label.  

 

___________________________________________________   _________________ 

                             Parent/Guardian Signature                                              Date 
 

(Retain in child's file for a minimum of four months) 















JOSIAH’S CHRISTIAN ACADEMY 

 ACCIDNET/INCIDENT FORM  
 

Name of Facility: _____________________________________ License Number: ______________  

Address of Facility:___________________________________ Contact Number: _______________  

Date of Incident: __________________ Time of Incident: _____________  

Child(ren) Involved in Incident: Staff involved and other staff present:  

____________________________              _______________________________________  

____________________________              _______________________________________  

____________________________              _______________________________________  

Description of Incident: _____________________________________________________________ 

________________________________________________________________________________
________________________________________________________________________________ 

 

Name of Parent notified: ____________________________________________________________ 
 

Date of Notification: ___________ Time of notification: ______________ 
 

Signature of staff notifying parent: __________________________________________  

List any failed attempts to notify a parent (of the incident) below, including the name of the attempted 
parent, as well as the date and time of each attempt.  

1.) ___________________________________________________________________________  

2.) ___________________________________________________________________________  

3.) ___________________________________________________________________________  

Was notification made to emergency personnel and/or law enforcement?  

Yes    No (circle one)  

If Yes, list who was contacted, the date of contact and the time of contact.  

1.) _______________________________________________________________________  

2.) _______________________________________________________________________  

3.) _______________________________________________________________________  

 

Signature of staff notifying emergency personnel/law enforcement: ____________________  

Was Child Welfare contacted? Yes No (circle one)  

If Yes, list who was contacted, the date of contact and time of contact: 
_____________________________________________________________________________  

Signature of staff notifying Child Welfare: ________________________________________  

Was Licensing contacted? Yes No (circle one)  

If Yes, list the name of the person contacted, the date of contact and time of contact: 
_____________________________________________________________________________  

Signature of staff notifying Licensing Staff: 
_____________________________________________________________________________  

Corrective Action Taken and/or needed to prevent reoccurrence: 
______________________________________________________________________________  

______________________________________________________________________________  

Signature of staff completing this report: _______________________ Date: ______________  

Parent Signature: ___________________________ Date: _____________ Time: __________ 



Children’s Services Council of Broward County 

 SWIM Central Water Safety Education Questionnaire  

 

Child Care Facility: Josiah’s Christian Academy   Date: ________________ 

 

Child’s Name: ____________________________          Birth date: _________________  

Parent’s Name: __________________________________________  

Address:           __________________________________________  

                         __________________________________________  

 

1. Has your child ever taken swim lessons? Yes ____ NO ____  

2. Can your child roll over and float on his/her back? Yes ____ NO ____  

3. Can your child swim to the side of the pool? Yes ____ NO ____  

4. Have you taken a Community Water Safety Course? Yes ____ NO ____  

5. Is anyone in your household certified in CPR? Yes ____ NO ____  

Additional Comments: 
______________________________________________________________________ 

______________________________________________________________________
______________________________________________________________________
______________________________________________________________________ 

 

Please Mail/Fax this form back to:                   

 

 

 

 

 

______ I have received SWIM Central water safety information 

______ I have not received SWIM Central water safety information 

 

  

Swim Central 

1North University Drive Suite 401B 

Plantation, FL 33324 

Fax: 954-357-8102 



EMERGENCY TREATMENT AUTHORIZATION FORM 

 

To Whom It May Concern: 

As a parent and/or guardian of ___________________________________________, a minor, I hereby Author-
ize the treatment by a qualified and licensed medical doctor in the event of a medical emergency Which, in the 
opinion of the attending physician, may endanger my child’s life, cause disfigurement.  Physical impairment or 
undue discomfort if delayed. This authority is granted only after a reasonable effort has been made to reach me. 

 

Name of Parent or Guardian: _________________________________________________________ 

Address __________________________________________________________________________ 

City:_______________________________ State:_______________ Zip Code:__________________ 

Home Phone:______________________________ Work Phone: _____________________________ 

Cell Phone:________________________________ Email: __________________________________ 

Family Physician:___________________________ Phone :__________________________________ 

Hospital Affiliation(s): ________________________________________________________________ 

 

Indicate specific medical allergies, chronic illness, or other medical conditions coaches and medical personnel 
should be aware of: (allergies, bee stings, medications, etc.)  ________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

 

Emergency Contact:________________________________ Relationship:________________________ 

Home Phone:_______________________________ Work Phone:______________________________ 

Cell Phone:_________________________________ Other #:__________________________________ 

 

This release form is completed and signed of my own free will for the sole purpose of authorizing Medical treat-
ment under emergency circumstances in my absence. 

 

SIGNATURE (PARENT/GUARDIAN)________________________________________DATE:______________ 

 

NOTARY 

Sworn to subscribed before me I CERTIFY that on ___________20 ___   

 

_________________________________________________________________________ 

                                                      (print parent/guardian name)  

 

Personally came before me and acknowledged under oath, to my satisfaction, that he/she is that person. 

____________________________________________________ 

             (Signature Of Notary Public State of Florida) 

 

____________________________________________________ 

(Print or Type Name of Notary as Commissioned 

                                                                                                                                         (Affix Seal to right:) 

My Commision Expires: _________________________________ 

 

Personally Known 

Produced Identification 
 

Type:______________________________________ 

     #: ______________________________________ 



Josiah’s Christian Academy 

Permission Form  
 

 

 

I hereby grant permission for my child to use all of the play equipment and 
participate in all the activities of the center, and to leave the Josiah’s Chris-
tian Academy center under the supervision of a staff member on walks or 
planned field trips*.  

 

 

_____________________________________             _________________  

Signature of Parent or Guardian                                              Date  

 

*Parents will be notified about any field trips in advance.  



Josiah’s Christian Academy 
Photo Permission Form  

 

From time to time we take photographs of the children at the Center. We of-
ten hang these photos in the Center to share the children’s projects and ac-
tivities with our families. We also occasionally use the photos for publicity. 
Please sign the form below and return it with your packet. Let the director 
know if you have any questions.  

 

----------------------------------------------------------------------------------------------------- 

 

 

       I give permission to Josiah’s Christian Academy to take photographs of 
my child, _________________________ at the Center and to use the pho-
tographs for display at the Center or for publicity purposes.  

 

       I Do Not give permission to have my child,_______________________ 

photographed 

 

 

________________________________________   ___________________  

                 Signature of Parent or Guardian                               Date  






